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Objective: To examine the attitudes toward, the experience with and the knowledge of
advance directives of family physicians in Ontario.
Design: Cross-sectional survey.
Participants: A questionnaire was mailed to 1000 family physicians, representing a
random sample of one-third of the active members of the Ontario College of Family
Physicians; 643 (64%) responded.
Results: In all, 86% of the physicians favoured the use of advance directives, but only
19% had ever discussed them with more than 10 patients. Most of the physicians agreed
with statements supporting the use of advance directives and disagreed with statements
opposing their use. Of the respondents 80% reported that they had never used a
directive in managing an incompetent patient. Of the physicians who responded that
they had such experience, over half said that they had not always followed the directions
contained in the directive. The proportions of physicians who responded that certain
patient groups should be offered the opportunity to complete an advance directive were
96% for terminally ill patients, 95% for chronically ill patients, 85% for people with
human immunodeficiency virus infection, 77% for people over 65 years of age, 43% for
all adults, 40% for people admitted to hospital on an elective basis and 33% for people
admitted on an emergency basis. The proportions of physicians who felt that the
following strategies would encourage them to offer advance directives to their patients
were 92% for public education, 90% for professional education, 89% for legislation
protecting physicians against liability when following a directive, 80% for legislation
supporting the use of directives, 79% for hospital policy supporting the use of directives,
73% for reimbursement for time spent discussing directives with patients and 64% for
hospital policy requiring that all patients be routinely offered the opportunity to
complete a directive at the time of admission.
Conclusions: Family physicians favour advance directives but use them infrequently.
Most physicians support offering them to terminally or chronically ill patients but not to
all patients at the time of admission to hospital. Although governments emphasize
legislation, most physicians believe that public and professional education programs
would be at least as likely as legislation to encourage them to offer advance directives to
their patients.

Objectif: Examiner l'attitude, l'experience et les connaissances des medecins de famille
ontariens par rapport aux directives prealables.
Conception: Enquete transversale.
Participants: On a envoye un questionnaire par la poste a 1 000 medecins de famille, ce
qui represente un echantillon aleatoire d'un tiers des membres en regle du College des
medecins de famille de l'Ontario; 643 medecins (64 %) ont repondu.
Resultats: En tout, 86 % des medecins favorisaient l'utilisation des directives prealables,
mais seulement 19 % en avaient deja discute avec plus de 10 patients. La plupart des
medecins etaient d'accord avec les enonces appuyant l'utilisation des directives
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prealables, et ils s'opposaient aux enonces a l'encontre de leur utilisation. Quatre-vingts
pour cent des repondants ont signale qu'ils n'avaient jamais eu recours a une directive
pour traiter un patient incapable. Parmi les medecins ayant dit avoir eu une telle
experience, plus de la moitie ont affirme ne pas toujours avoir suivi les instructions de
la directive. Les proportions de medecins qui ont repondu qu'on devrait donner
l'occasion a certains groupes de patients de remplir une directive prealable etaient de
96 % pour les patients en phase terminale, de 95 % pour les malades chroniques, de
85 % pour les personnes atteintes d'infection a virus de l'immunodeficience humaine,
de 77 % pour les personnes de plus de 65 ans, de 43 % pour tous les adultes, de 40 %
pour les personnes admises a I'hopital a titre facultatif et de 33 % pour les personnes
admises dans un situation d'urgence. Les proportions de medecins qui estimaient que
les strategies suivantes les encourageraient a offrir des directives prealables a leurs
patients etaient de 92 % pour la sensibilisation du public, de 90 % pour la formation des
professionnels, de 89 % pour une loi protegeant les medecins contre les poursuites
lorsqu'ils suivent une directive, de 80 % pour une loi appuyant l'utilisation des
directives, de 79 % pour une politique d'h6pital appuyant l'utilisation des directives, de
73 % pour le remboursement des heures consacrees a discuter des directives avec les
patients et de 64 % pour une politique d'h6pital exigeant qu'on donne systematique-
ment a tous les patients la possibilite de remplir une directive a l'admission.
Conclusions: Les medecins de famille sont pour les directives prealables, mais ils les
utilisent rarement. La plupart des medecins veulent les offrir aux patients en phase
terminale ou aux patients chroniques mais non pas a tous les patients au moment de
l'admission a l'h6pital. Bien que les gouvernements mettent l'accent sur la legislation, la
plupart des medecins croient que des programmes d'information publics et profession-
nels auraient autant de chances que les lois de les encourager a offrir des directives
prealables a leurs patients.

A dvance directives are documents written by
competent people to influence their care in
the event that they lose the capacity to

participate in treatment decisions."2 There are two
types: instruction directives and proxy directives.
Instruction directives (also called living wills) enable
patients to express their preferences with regard to
specific life-sustaining treatments. Proxy directives
(also called durable powers of attorney for health
care) enable patients to appoint a specific person to
make health care decisions on their behalf. Advance
directives may contain instruction and proxy compo-
nents.

In the United States 49 states have enacted
legislation on advance directives. Moreover, the
patient self-determination provisions of the 1990 US
Omnibus Budget Reconciliation Act require hospi-
tals receiving Medicare or Medicaid reimbursement
to inform all patients at the time of admission of
their right to complete an advance directive.3 In
Canada Nova Scotia and Quebec have legislation
supporting proxy directives.4'5 No province currently
has legislation on instruction directives.

Fifteen percent of people in the United States
have completed an advance directive.6 We are un-
aware of comparable published data for Canada.
Nevertheless, the prevalence of directives in Canada
will likely increase in response to recent legislative
initiatives.7'8 As more people become aware of ad-
vance directives physicians will be called upon more
frequently to offer, discuss and act upon them. In
Canada these duties frequently fall on family phys-

icians, who as primary care providers are ideally
suited to offer and assist patients in completing
advance directives.

Six previous studies have examined physicians'
attitudes toward advance directives.9- 14 Two, pub-
lished in the late 1970s, assessed the impact of the
California Natural Death Act. Klutch9 reported that
physicians were evenly divided on whether the act
had served any useful purpose and that they had
little experience using advance directives in clinical
situations. Redleaf, Schmitt and Thompsonl' found
that although most physicians knew of the act they
had little appreciation of its clinical implications;
moreover, although 55% of physicians had discussed
advance directives with their patients, less than 15%
had raised the subject themselves.

Zinberg"1 reported that 85% of selected phys-
icians in Vermont and California supported the
concept of advance directives. Although 65% had
discussed them with their patients, only 14% of the
physicians said that they had initiated the discus-
sion. The physicians had limited knowledge of state
laws pertaining to advance directives and felt that
the laws had little effect on their clinical practice.
Although 42% of the physicians were found to have
treated patients with directives, the directive had
changed the treatment plan in only two cases.
Physicians said that they were primarily influenced
by the family's wishes when making treatment deci-
sions.

Surveys of physicians in Wisconsin'2 and Arkan-
sas'3 revealed that 90% and 80% of the respondents
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respectively supported the use of advance directives.
The Wisconsin study found that there was concern
regarding certain provisions of the state's legislation,
such as the restrictive definition of "terminally ill."
Only 36% of the Wisconsin physicians thought that
the law was an effective means of allowing the
withdrawal or withholding of life-sustaining treat-
ment, and only 18% thought that the law had made a
difference in their clinical practice. The Arkansas
study found that 56% of physicians had clinical
experience with advance directives and that this
experience was generally positive.

Most recently a survey of North Carolina phys-
icians showed that 97% of the respondents knew of
living wills, 14% had executed one for themselves,
and 81% were willing to keep a copy of their
patients' living wills in their office records.'4

The purpose of our study was to examine the
attitudes toward, experience with and knowledge
about advance directives of Ontario family phys-
icians. Our study differed from previous research in
four respects. First, we examined physicians' atti-
tudes toward previously unexplored questions of
practical importance such as what type of advance
directive physicians prefer, who should be offered
directives, and what strategies would encourage
physicians to offer directives to their patients. Sec-
ond, we examined physicians' attitudes in a jurisdic-
tion where there is no legislation regarding advance
directives. Third, we focused exclusively on family
physicians. Finally, this is the first comprehensive
collection of data on physicians' attitudes toward
advance directives in Canada. (A previous study was
reported on the impact of directives on physicians'
decisions. 15)

Methods

We developed a 50-item questionnaire to deter-
mine the attitudes of Ontario family physicians
toward advance directives, their experience in dis-
cussing directives with competent patients, their
experience in using them in clinical situations, their
knowledge of the legal standing of advance directives
in Ontario, what type of directive they prefer, who
should be offered the opportunity to complete a
directive and what strategies might encourage phys-
icians to offer advance directives. The questionnaire
also requested information about the physician's age,
sex, year of graduation from medical school, country
where the medical degree was obtained and practice
pattern (population of community, type of practice
and source of remuneration). The questionnaire was
pilot-tested on 10 members of the University of
Toronto Department of Family and Community
Medicine. It is available from the authors upon
request.

The questionnaire was mailed on Nov. 1, 1990,
to 1000 family physicians, a random sample of
one-third of the active members of the Ontario
College of Family Physicians. The questionnaire was
accompanied by a letter defining the terms advance
directive, instruction directive, proxy directive and
competent. One week later a reminder was sent, and
3 weeks later the questionnaire and an updated
cover letter were mailed to those who had not
responded.

Data were analysed with the use of the SAS
computer program.'6 In univariate analyses the data
were presented as the proportion of respondents
giving each response to a given question. In bivariate
analyses we used analysis of variance and x2 tests as
appropriate.

This study was approved by the Ethics Commit-
tee of the Wellesley Hospital Research Institute,
Toronto, Ont.

Results

In all, 643 (64%) of the 1000 physicians com-
pleted the questionnaire. Of those that did not do so
111 (11%) returned a response card declining par-
ticipation in the study; 18 (2%) of the questionnaires
were returned undelivered. Because not all respon-
dents answered each question the numbers did not
always add up to 643; also, because of rounding
error proportions did not always add up to 100%.

Respondent characteristics

Of the respondents whose sex was indicated 212
were women (33%) and 426 men (67%). The age
varied from 25 to 63 (median 38) years. The median
year of graduation from medical. school was 1979
(extremes 1950 and 1988). Of the respondents 578
(90%) had received their medical degree in Canada,
28 (4%) in the United Kingdom, 6 (1%) in Ireland, 5
(1%) in South Africa, 4 (1%) in India, 1 (0.2%) in the
United States and 18 (3%) in some other country.

In all, 345 (54%) of the physicians practised in a
community of more than 100 000 people, 83 (13%)
in one of 50 001 to 100 000 people, 100 (16%) in one
of 10 001 to 50 000 people, and 111 (17%) in one of
10 000 or less.

Of the physicians who specified their type of
practice 75 (12%) had a group practice affiliated with
a teaching hospital, 251 (39%) had a group practice
not affiliated with a teaching hospital, 34 (5%) had a
solo practice affiliated with a teaching hospital, and
186 (29%) had a solo practice not affiliated with a
teaching hospital. Ninety-five physicians (15%) clas-
sified themselves in other categories, including prac-
tice in multiple settings and full-time work in an
emergency department.
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The major source of remuneration was indicated
as follows: fee for service (reported by 542 phys-
icians [85%]), salary (by 55 [9%]), capitation (by 33
[5%]) and other (by 11 [2%]).

Attitudes toward advance directives

The attitudes of the physicians toward advance
directives are shown in Table 1. Most of the phys-
icians favoured the use of directives (86% strongly
agreed or agreed with their use), agreed with state-
ments supporting the use of such directives and
disagreed with statements opposing their use. Gradu-
ates of Canadian medical schools were more likely
than foreign graduates to favour the use of directives

(p < 0.001). Support for directives was not associat-
ed with any other respondent characteristic or with
experience in treating patients who had a directive.

Experience discussing directives
with patients

Of the respondents who answered this question
230 (38%) said that they had never discussed ad-
vance directives with their patients, 269 (44%) had
discussed them with 10 patients or fewer, and 114
(19%) had discussed them with more than 10 pa-
tients. The median number of patient discussions
was three per physician.

Of those physicians who had discussed advance
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directives with one or more patients 316 (84%) said
that less than 1% of their patients currently have a
directive, 57 (15%) said that 1% to 10% of their
patients have one, and 5 (1%) said that more than
10% of their patients have one.

With regard to who usually initiated the discus-
sion 247 (66%) of the respondents said that their
patients did so, 48 (13%) said that they did so, and
82 (22%) said that they and their patients raised the
topic about equally. Five (1%) of the physicians said
that someone other than themselves or the patient
(most often a member of the patient's family) usually
initiated the discussion.

Of the physicians who indicated the status of
their patients when they completed an advance
directive 179 (48%) said that their patients were
usually healthy, 99 (26%) said that they were usually
chronically ill, and 52 (14%) reported that they were
usually terminally ill. Thirty respondents (8%) stated
that there was no predominant state of health or
disease of their patients at the time of completing a
directive. The remaining 15 respondents (4%) said
that the patients were elderly, a serious illness had
recently been diagnosed, the patients had survived a
serious acute illness, or they had been bereaved.

Most (306 [84%]) of the physicians reported that
their patients usually completed an instruction direc-
tive, 50 (14%) said that they used instruction and
proxy directives about equally, and 10 (3%) said that
they usually completed a proxy directive.

The following physician factors were associated
with greater experience discussing advance direc-
tives: higher age (p < 0.001), earlier graduation from
medical school (p < 0.001) and solo practice affiliat-
ed with a teaching hospital (p < 0.05).

Experience with advance directives
in clinical situations

Most (505 [80%]) of the physicians had never
had experience using an advance directive in a
clinical situation involving an incompetent patient,
1 16 (18%) had referred to an advance directive with
1 to 10 patients, and 12 (2%) had done so with more
than 10 patients. The median number was 0 patients
per physician.

Of the 128 physicians who had any experience
using advance directives in a clinical situation 126
indicated how frequently the directives were fol-
lowed: 56 (44%) always followed them, 54 (43%)
followed them 75% to 99% of the time, and 14 (1 1%)
followed them less than 75% of the time; 2 (2%) said
that they never followed them.

Of the 70 physicians who said that they had
refused to follow directions in an advance directive
52 gave a reason: the family disagreed with the
directive (given by 14 [27%] of the physicians), the

wording of the directive was not felt to be appropri-
ate for the clinical situation encountered (11 [21%]),
the patient was not terminally ill (10 [19%]), the
preferences expressed in the directive were not really
understood by the patient and would be different if
the patient were aware of the situation (8 [15%]), and
the preferences expressed were out of date (6 [12%]);
3 (6%) of the physicians gave some other reason.

Knowledge ofthe legal standing
ofadvance directives

In Ontario at the time of this study there was
case law supporting instruction directives, no case
law supporting proxy directives and no legislation
supporting either of the two types. Eighty-nine (14%)
of the respondents knew that there was case law
supporting instruction directives, 44 (7%) knew that
there was no case law supporting proxy directives,
161 (25%) knew that there was no legislation sup-
porting instruction directives, and 104 (16%) knew
that there was no legislation supporting proxy direc-
tives. The number of physicians who stated that they
did not know the answer to each of the four
questions varied from 460 (72%) to 527 (83%). Two
physicians (0.3%) answered all four questions cor-
rectly.

What type ofdirective is preferred?

In all, 250 (40%) of the physicians preferred that
their patients use a mixed directive (comprising both
instruction and proxy components), 177 (28%) pre-
ferred an instruction directive, 91 (14%) said that
either type was acceptable, 7 (1%) preferred a proxy
directive, and 107 (17%) were unsure.

Of the respondents 174 (28%) said that the
wording of the instruction directive was "about
right," 114 (18%) said that it was usually "too
vague," 33 (5%) said that it was usually "too
specific," and 306 (49%) were unsure.

Who should be offered an advance directive?

We asked the physicians whether they thought
people in nine identifiable groups should be offered
the opportunity to complete an advance directive
(Table 2). The physicians favoured offering a direc-
tive more often to terminally and chronically ill
patients than to all patients admitted to hospital,
particularly those admitted through the emergency
department. Physicians volunteered that other pa-
tient groups should be offered the opportunity to
complete an advance directive: people over 75 years
of age, people with recent stroke or progressive
neurologic disease and children with a life-threaten-
ing illness. Two physicians volunteered that patients
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with a history of attempted suicide should not be
offered the opportunity.

Female physicians were more likely than male
physicians to favour offering the opportunity to
people with human immunodeficiency virus infec-
tion (p = 0.03), people who participate in high-risk
activities such as car racing (p = 0.04), all adults (p =
0.009) and people admitted to hospital through the
emergency department (p < 0.001).

What strategies will encouragefamily physicians
to offer advance directives?

We asked physicians whether they thought each
of seven potential strategies would encourage, dis-
courage or have no effect on whether they would
offer advance directives to their patients (Table 3).
Public and professional education programs were the
most favoured strategies, whereas hospital policy
requiring that all patients be routinely offered the
opportunity to complete a directive at the time of
admission was the least favoured strategy.

Female physicians were more likely than their
male counterparts to support a strategy requiring the
offering of a directive to patients at the time of
admission to hospital (p < 0.001).

Discussion

Our study had five principal limitations. First,
active members of the Ontario College of Family

Physicians maintain annual continuing education
standards; thus, their attitudes and experiences may
differ from those of general practitioners who
are not members of the college. Second, the respon-
dents were self-selected, and their attitudes and
experiences may have differed from those of nonre-
spondents. Third, the responses may have been
subject to recall bias. Fourth, the respondents may
have made inaccurate predictions. Finally, the phys-
icians may have provided responses on these sensi-
tive issues that they felt conformed to social norms
(social desirability bias).

Despite these limitations our study provides
information that should be of interest to physicians
and of practical use to those developing legislation,
policies or educational programs dealing with ad-
vance directives.

Most of the family physicians in our study
favoured the use of advance directives, agreed with
statements supporting such use and disagreed with
statements opposing such use. The physicians' atti-
tudes were similar to those of physicians in US
jurisdictions with legislation on advance directives.
For example, our finding that 86% of the physicians
supported the use of advance directives is compara-
ble to data from Vermont and California (85%),1"
Wisconsin (90%)12 and Arkansas (80%).'3

Despite their positive attitude toward advance
directives the family physicians in our study had
relatively little clinical experience with them. They
discussed them with a median of only three patients.
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This may be due in part to a lack of knowledge
regarding the legal standing of directives in Ontario.
Moreover, in accord with previous studies'0"' we

found that the physicians were more likely to wait
for their patients to raise the topic than to raise it
themselves. Recent studies have shown that pa-

tients wish to discuss advance directives with their
physicians.'7-20 We recommend educational pro-

grams for physicians that explore and help to over-

come their reluctance to raise the topic with their
patients.

Given the lack of experience discussing advance
directives it is not surprising that the physicians in
our study also had little experience following direc-
tives when treating incompetent patients. However,
of the physicians who had used a directive in a

clinical setting 56% said that they had not always
followed the directions in the directive. This finding
is in accord with the results of a recent cohort study
involving nursing-home patients.2' Reasons for non-

compliance with an advance directive included fami-
ly disagreement, inappropriate or unclear wording of
the directive, an illness that was not terminal, the
likelihood that the patient's preference expressed in
the directive would change if he or she were aware of
the clinical situation, and the obsolescence of the
directive. Some of these reasons seem to be appro-
priate. It may be that the appropriate rate of
compliance with patients' directives is less than

100%. Physician noncompliance with a patient's
directive should not be immediately condemned as a

violation of the patient's rights. Rather, the specific
reasons for noncompliance should be carefully evalu-
ated and addressed.

Although instruction directives were the most
frequently used type of directive, those comprising
proxy and instruction components were preferred.
These mixed directives have the benefit of docu-
menting patients' preferences regarding particular
treatments while providing flexibility in the applica-
tion of their preferences in clinical situations. It
would also be important to know which type of
directive patients prefer and which type leads to
optimum patient care. If this is not in conflict with
physicians' preferences we recommend greater use of
mixed directives.

Over 90% of the physicians in our study agreed
that an opportunity to complete an advance direc-
tive should be offered to terminally or chronically ill
patients. Only 40% agreed that such an opportunity
should be offered to all people admitted electively to
hospital, and only 33% felt that it should be offered
to patients admitted through the emergency depart-
ment. Our data suggest that the patient self-deter-
mination provisions of the US Omnibus Budget
Reconciliation Act, which require hospitals receiving
Medicare or Medicaid reimbursement to inform all
patients at the time of admission about their right to
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complete a directive,3 would meet with limited
support from physicians in Canada.

The physicians in our study reported that the
most effective strategies to increase the use of
advance directives would be public and professional
education programs. This finding may explain the
apparent discrepancy between widespread legislation
on directives and the low rate of use of directives. As
with laws regarding routine inquiry and required
request for organ donation22 legislation alone on
advance directives may not be sufficient to change
physician behaviour. Education of the public and
health care professionals is also required.
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